A case is reported of strangulated small bowel occurring in a prolapsed left iliac fossa colostomy: the patient required resection of gangrenous portions of small and large bowel. It appears to be the first recorded example of this condition. The complications of colostomy are reviewed.
Case report
An 83-year-old man was admitted with an 8-hour history of a painful prolapsed colostomy. Two . years previously he had undergone a Hartmann's procedure for a moderately differentiated adenocarcinoma of the distal sigmoid colon (Dukes C) which caused acute large bowel obstruction. The second stage procedure to restore bowel continuity was not performed because of respiratory problems. The colostomy prolapsed 6 months after the first operation but no action was taken as it functioned well. On this admission with acute abdominal pain, examination revealed a dusky blue prolapsed colostomy some 9 x 13 cm with superficial ulceration at its apex. A right pleural effusion was also noted and confirmed by a chest radiograph. Abdominal radiography showed a loaded proximal colon. Exploration was performed under general anaesthetic. The anterior wall of the prolapsed colostomy was incised and revealed 60 em of gangrenous small bowel contained between the two walls of large bowel ( Figures I and 2) . A small incision was made in the abdominal wall lateral to the colostomy stoma in order to deliver the small bowel. The gangrenous 60 em was resected and end-to-end anastomosis performed; 22 em of necrotic -prolapsed large bowel was also resected and the colostomy refashioned. and condition no further investigations were performed to show whether this origi~ated f~om a secondary deposit or new bronchial pnmary tumour.
Discussion
A search of the literature failed to reveal any previously recorded example of strangulation of the small bowel within a prolapsed colostomy, although it is widely recognized that the small bowel will herniate into any space and may become trapped.
The recognized complications of colostomy may be divided into early and late and vary as to whether the colostomy is a loop or end type. The early complications relate either to the bowel viability (necrosis) and tension (retraction) or there may be a reactionary or secondary haemorrhage from divided vessels. Fistulae from supporting sutures occur and mechanical obstruction may be due to adhesion of small bowel to suture knots, edges of mesentery or other loops of small or large intestine. Herniation may occur into the lateral space (Gabriel & Lloyd Davis 1935), through the pelvic floor or into the main or colostomy wounds. The bowel may be angulated at the peritoneal reflection if inadequately mobilized (Goligher et al. 1951) . The late complications include prolapse, paracolostomy hernia due to weakening of the abdominal wall or perforation of the bowel during enemata instillation. Stenosis of the stoma is now less common since the advent of immediate mucocutaneous suture (Kretschmer 1975) . Mechanical obstruction at this time is usually due to faeces, bands or adhesions or lateral space herniation, although recurrent or metachronous lesions must be considered.
Colostomy prolapse occurs more frequently with loop than with end colostomies, at a ratio of approximately 3 : I (Kretschmer 1975) . It is caused by an oversized opening in the abdominal wall, wound infection, insufficient fixation of the stoma or redundant colon. Sudden increases of intraabdominal pressure or a rigid appliance worn with a tight belt are also causes. In the case described, sufficient bowel had been preserved for a restorative procedure. This presumably only happens if the small bowel becomes adherent to the prolapsing colon or happens to find the entrance to the potential space. It is difficult to envisage how the small bowel can be prevented from entering the prolapse.
Organophosphate poisoning and complete heart block I
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The use of organophosphate insecticides in the United Kingdom is increasing and many agricultural workers are at risk from accidental poisoning. The features of acute poisoning are well recognized (Namba et al. 1971) . Although bradycardia is seen in acute poisoning, chronic heart block has not been described before. A case is now reported of complete heart block following exposure to an organophosphate insecticide. Implantation of a permanent pacemaker was followed by repeated problems with exit block.
Case report
. A 52-year-old dairy farmer was first seen in 1974 complaining of breathlessness, aching legs and weakness after using an organophosphate insecticide (Ruerene). Physical examination and ECG were normal and avoidance of the chemical led to a complete recovery. Re-exposure in 1975 produced a recurrence of his symptoms and thereafter he avoided the chemical completely. Eight weeks before admission in 1979 he accidentally touched an opened can of Ruerene (4 tert-butyl-z-chlorophenyl methyl methylphoramidate) and three days later he had his first blackout. In,the following few weeks he had many similar attacks, several of which were witnessed by his family and were typical Adams-Stokes attacks. He also complained of anorexia, abdominal cramps, profound weakness and severe dyspnoea on exertion. His admission was precipitated by another blackout which left him confused and disorientated. There was no history of angina and he had been quite well in the past. He was a nonsmoker. 1Accepted 6 June 1981 2 Present address: Regional Cardiac Unit, Papworth Hospital, Cambridge CD3 8RE
